INTRODUCTION {#s1}
============

We have recently published a 50-year follow-up study on patients admitted to a Danish hospital for neurotic disorders in the 1950s \[[@OMU039C1]\]. We demonstrated a co-existence rather than co-morbidity between anxiety neurosis and depression. However, the register-based information only focuses on such major events as re-hospitalization in psychiatric departments in Denmark (followed-up until 1994) and suicide as listed in the Danish register of causes of death (until 2004). One of the patients with anxiety neurosis was admitted to our department of psychiatry in 1995 and was from then on treated by us until 2014. This case illustrates the burden arising from anxiety neurosis concerning such factors as social life, including family relationship domains, and treatment-seeking behaviour.

CASE REPORT {#s2}
===========

Medical history {#s2a}
---------------

The patient was 30 years of age when he was hospitalized in 1954 for anxiety neurosis. From the age of 20, he gradually became nervous with excessive worrying and anxiety, irritability, fatigue, and insomnia. It was, however, his spells of anxiety or panic attacks that led to hospitalization. During the first weeks in hospital, he had approximately three attacks a day. The most dominating symptoms during these attacks were palpitations, breathing difficulties with a choking sensation, constriction of throat, faintness or dizziness with a feeling that he was going to black out. During his stay in hospital, he received insulin dosing therapy and narco-analysis without, however, any effect.

After discharge from hospital, the patient soon found that alcohol provided a very effective treatment. Over the next years, he used alcohol as an anti-anxiety medication and was able during this period to complete his training as a mechanic and to marry. However, after gradually having had to increase his daily intake of alcohol he was able to stop this completely at ∼35 years of age, since then never using any form of alcohol. When the anxiety attacks returned after this, he contacted his family doctor for a medical examination because he was sure that he was suffering from a heart condition, but no serious medical disease could be found. He worked as a mechanic at a small railway line\'s maintenance workshop and he now experienced that his daily work was in itself a kind of treatment as the job demands were modest without much contact with other people. He was actually afraid of using railway transport, but not of travelling by car provided that he himself was behind the wheel and the distance to be travelled was not too far; his limit was 50 km a day.

His very restricted way of living gave many family problems. Thus his wife, with whom he had four children, eventually left him after 20 years of marriage. After this he lived alone with very little contact with his children and none with his former wife.

Immediately after his retirement at the age of 70, his panic attacks returned at very frequent intervals. For this reason, he was admitted several times to the cardiology department of our hospital, but nothing of a serious medical nature was found. Owing to suicidal thoughts, he was then admitted to our psychiatric department at the end of 1995. His first week in hospital revealed that over the past several months he had suffered from a depressive episode with significant anorexia and a weight loss of 10 kg. He had lost pleasure in almost all activities and his depressed mood was perceived as being distinctly different from an ordinary stress condition. Hopelessness with suicidal thoughts was present. He had sleep problems, especially early morning awakening, and his depressive mood was mostly worse in the morning. He was diagnosed as suffering from major depression, fulfilling all the DSM-III criteria for melancholia (endogenous depression) as well as the DSM-III criteria for panic disorder (PD). For the first time in his life, he was put on antidepressant medication in the form of sertraline in a dose of 50 mg daily the first 2 weeks and then 100 mg daily. After 6 weeks of therapy both the depression and the panic attacks remitted. After discharge from hospital, the patient was treated in our outpatient clinic, with a maintenance dose of 50 mg sertraline daily as monotherapy, without any side-effects. His social life then improved, he showed more initiative in contacting other people and for many years he ran a small shop at a retirement home, selling soft drinks, magazines, sweets etc. At the beginning of 2014, he died from a colon cancer, just before his 90th birthday.

DISCUSSION {#s3}
==========

With the DSM-III \[[@OMU039C2]\] anxiety neurosis was subdivided into generalized anxiety disorder (GAD) in which excessive worrying is the core symptom, and PD in which the core symptoms are attacks of palpitations, shortness of breath, choking, dizziness or fear of dying. The case reported here started with GAD symptoms when the patient was 20 years old, while his panic attacks emerged when he was 30 years of age. At that time in 1954, we had no effective pharmacological treatment for this condition. Behind the DSM-III subdivision of anxiety neurosis was Klein\'s observation \[[@OMU039C3]\] that panic attacks, but not GAD symptoms, could be effectively treated by the first generation antidepressant imipramine. Imipramine is a non-specific serotonin and norepinephrine reuptake inhibitor. Evidence-based psychopharmacology \[[@OMU039C4]\] now considers the specific serotonin reuptake inhibitors such as sertraline as the pharmacotherapeutical drug of choice. As discussed by Bech \[[@OMU039C5]\] sertraline has been found to be a very effective antidepressant in elderly patients without previous episodes of depression, e.g. post-stroke depression \[[@OMU039C6]\].

In the DSM-5 \[[@OMU039C7]\], the diagnostic criteria for PD are similar to the DSM-III criteria. The evidence collected in DSM-5 on reported lifetime rates between PD and major depression now demonstrates that two-thirds of PD patients develop depression at a later stage. Moreover, that in a subset of patients with PD the use of alcohol represents an attempt at self-treatment. This is in agreement with Goodwin *et al*. \[[@OMU039C8]\].

A recent review of the burden of anxiety disorder \[[@OMU039C9]\] reports that most of these patients do not seek treatment and that suicide attributable to anxiety disorder is ∼10%. Finally, it should be noticed that spontaneous recovery in PD and depression is very rare in old age \[[@OMU039C10]\].

The patient reported here illustrates the risk of alcohol abuse in PD, but his subsequent history also demonstrates the risk of depression and suicidal behaviour. However, when treated by a specific serotonin re-uptake inhibitor the patient improved and recovered. It is therefore never too late to seek treatment for PD.
